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A 000 Initial Comments

A Standard Biennial Survey was completed at
Miramar Senior Living with Limited Nursing
Services (LNS) and Limited Mental Health {LMH)
on - There were deficiencies identified
f at the time of survey.

A 008 58A-5.0181(2) FAC Admissions - Health
$8=D| Assessment

(2) HEALTH ASSESSMENT. As part of the
admission criteria, an individual must undergo a
face-to-face medical examination completed by a
licensed health care provider, as specified in
aither paragraph (a) or (b) of this subsection.

J (a) A medical examination completed within 60

| calendar days prior to the individual ' s admission

I to a facifity pursuant to Section 429.26(4), F.S.
The examination must address the following:

f 1. The physical and mental status of the resident,
including the identification of any health-related
problems and f el
2, An evaluation of whether the individual will

| require supervision or assistance with the
activities of daily living;
3. Any nursing or
individual;

4. Any special diet required by the individual:

5. Alist of current medications prescribed, and
whether the individual will require any assistance
with the administration of medication;

6. Whether the individual has signs or symp!

of & communicable which is likely to be
transmitted to other residents or staff;

7. Astatement on the day of the examination that,
in the opinion of the examining licensed health

i care provider, the individual * s needs can be met

I in an assisted living facility; and

| 8. The date of the examination, and the name,
signature, address, phone number, and license

services required by the
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number of the examining licensed health care
provider. The medical examination may be
conducted by a currently licensed health care
provider from another state.
{b) A medical examination completed after the
resident ' s admission to the facility within 30
calendar days of the admission date. The
examination must be recorded on AHCA Form
23, Resident Health for Assisted
Living Facilities, 2010. The form is
hereby incorporated by reference. A faxed copy
of the completed form is acceptable. A copy of
AHCA Form 1823 may be obtained from the
Agency Central Office or its website at
www.fdhe state.fl.us/MCHQ/Long_Term_Care/
<http:/fiwww.fdhe state fl.us/MCHQ/Long_Term_C
arel>
Assisted_living/pdf/AHCA_Form_1823%.pdf. The
form must be completed as follows:
1. The resident " s licensed health care provider
must complete all of the required information in
Sections 1, Health Assessment, and 2, Self-Care
and General Oversight Assessment.
a. itemns on the form that may have been omitted
by the licensed health care provider during the
examination do not necessarily require an
additional face-to-face examination for
completion,
b, The facility may obtain the omitted information
either verbally or in writing from the licensed
f health care provider.
] <. Omitted information received verbally must be
documented in the resident’ s record, including
the name of the licensed health care provider, the
name of the facility staff recording the information
and the date the information was provided.
t 2. The facility administrator, or designee, must
complete Section 3 of the form, Services Offered
or Arranged by the Facility, or may use electronic
de ion, which at a mini includes the
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elements in Section 3. This requirement does not
apply for residents receiving:

a. Extended congregate care (ECC) services in
facilities holding an ECC license:
b. Services under community living support pians
in facilities hoiding limited mental health licenses;
¢. Medicaid assistive care services; and
d. Medicaid waiver services.
{c) Any inf ion required by graph (a) that
is not contained in the medical examination report
conducted prior to the individual ' s admission to
the facility must be obtained by the administrator
within 30 days after admission using AHCA Form
1823.
(d) Medical examinations of residents placed by
the depariment, by the Department of Children
and Family Services, or by an agency under
contract with either department must be
conducted within 30 days before placement in the
facility and recorded on AHCA Form 1823
described in paragraph (b).
(e) An assessment that has been conducted
through the Comprehensive, Assessment,
Review and Evaluation for Long-Term Care
Services (CARES) program may be substituted
for the medical examination requirements of
Section 429.426, F.S., and this rule.
} (f) Any orders for medications, nursing,
therapeutic diets, or other services to be provided
or supervised by the facility issued by the
licensed heatth care provider conducting the
medical examination may be attached to the
health assessment. Alicensed health care
provider may attach a do-not- order for
residents who do not wish .

to be administered in the case of

|7 or .

| (9) Aresident placed on a temporary emergency
| basis by the Department of Children and Family
i Services pursuant to Section 415.105 or

HCA Form 3020-0007
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415, 1051 FS., shall be exempt from the
of this subsection for

upto 30 days However a resident accepted for
shall be entered
onthe factmy s admission and discharge log and
counted in the facility census; a facility may not
exceed its icensed capacity in order to accept a
such a resident Amedical examination must be

d on any
placement resident acoepted for regular
admission,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facmty failed to ensure that 1 out of
6 (#3) hada health
agsessment within 30 days of admission.

Findings include:

Record review found that resident #3 was
admitted fo the facility on :. Record
review found that the facility did not have a
completed health assessment for resident #3 who
had been at the facility over 30 days.

Phone interview with the administrator on
at 1:20 p.m. confirmed that resident
#3 did not have a completed record.

Class i

A 052 58A-5.0185(3) FAC Medication - Assistance with | A052
$8=D| Self-Admin

(3) ASSISTANCE WITH
SELF-ADMINISTRATION.

(a) For facilities which provide assi with
AHCA Form 30200001
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seff-administered medication, either: a nurse; or
an unlicensed staff member, who is at least

, frained to assist with self-administered
medicanon in accordance with Rule 58A-6.0191,
FA C and able to demonstrate to the

the ability to read and

interpret a prescription label, must be available to
asstst residents with seff-administered

in ac with
described in Section 429. 256, F. S.
B A with self of
medication mc!udes verbally promptmg a resident
{o take and

opening a properly Iabe!ed medication oontamer
and providing assistance as specified in Section
429.256(3), F.S. In order to facilitate assistance
with self-administration, staff may prepare and
make available such items as water, juice, cups,
and speons. Staff may also retum unused doses
to the ication ion, which
appears to have been contaminated, shall not be
returned to the container,

(c) Staff shall observe the resident take the
medication, Any concerns about the resident' s
reaction to the medication shall be reported to the
resident * s health care provider and documented
in the resident ' s record.

{d) When a resident who receives assistance with
medication is away from the facility and from
facility staff, the following options are available to
enable the resident to take medication as
prescribed:

1. The health care provider may prescribe a
medication schedule which coincides with the
resident ' s presence in the facility;

2. The medication container may be given to the
resident or a friend or family member upon
leaving the facility, with this fact noted in the
resident' s medication record;

3. The medication may be transferred to a pill
AHCA Form 3020-0007

STATE FORM i 8OVX11 If continuation sheet § of 32




R R IITIIITIITITITTTTITITTTIIIITIII R R RRRRRRRRRRRRRRRRRRRRERRRRRERRRRRRRRRBRRRRRRRBRRRRRRREEREEEEETTTEEIEEITVTVRIVIIRTVIIRTVTIRIVITIVIVIRIR™

PRINTED: 11/15/2012

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIER/ {X3) DATE SURVEY
AND PLAN OF CORRECTION & IDENTIFICATION NUME%LR':A (X2) MULTIPLE CONSTRUGTION COMPLETED
A BULDING
B WING
AL11866372
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S$TATE, ZIP CODE
14833 SW 24 STREET
MIRAMAR SENIOR LIVING MIAMI, FL 33188
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS$-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A052] Continued From page 5 A052

tothe of
subsection (2), and given to the resident, a friend,
or family member upon leaving the facility, with
this fact noted in the resident ' s medication
record; or
4. Medications may be separately prescribed and
dispensed in an easier to use form, such as unit
dose packaging;
{e) Pursuant to Section 429.256(4)(h), F.S., the
term " competent resident ™ means that the
resident is cognizant of when a medication is
required and understands the purpose for taking
the medication.
{f) Pursuant to Section 429.256(4)(i), F.S., the
terms " judgment " and  discretion " mean
ing vital signs and
assessmg a resident’ s oondmcn
@) with i

does not

include:

(&) Mixing, 1, converting, or
medication doses except for

measuring a prescribed amount of liquid

medication or breaking a scored tablet or

crushing a tablet as prescribed.

{b) The preparation of synnges for mjectlon or the

of ions by any

route.
(c) Administration of medications through
t positive p o)

ora
(d) Administration of medications by way of a
tube inserted in a cavity of the body.

() Administration of ... .. ... ] preparations.
{f) Irrigations or debriding agents used in the
treatment of a skin condition

{9 preparations.

{h) Medlcanons ordered by the physician or
health care professional with prescriptive
authority to be given “ as needed, " unless the
order is written with specific parameters that

AHCA Form 3020-0001
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preciude independent judgment on the part of the
unlicensed person, and at the request of a
competent resident.

(i) Medications for which the time of
administration, the amount, the strength of
dosage, the method of administration, or the
reason for administration requires judgment or
discretion on the part of the unlicensed person.

This Statute or Rule is not met as evidenced by:
Based on observation, interview, and record
review the assisted living facllity failed to assist

i 1o take their ications in the correct
manner.

Findings include:

Nursing Observations found medication pass on

at8:10 AM. Staff #3 was noted
wearing gloves and she did not wash her hands
in between residents. Staff #3 was noted
dropping medications on the floor four times.
Staff #3 did not read the medication labels to
residents #1, #2, #3, and #5. Staff #3 did not stay
and observe the residents swallow their
medications.

Record review found there was no evidence Staff
#3 had a record of a medication training class in
her employee record.

Phone interview on at 1:25 PM the
findings were reviewed with the administrator and
he acknowledged the findings.

Class Il

SAS 0%4 58A-5.0185(5) FAC Medication - Records A054

(5) MEDICATION RECORDS.

AHCA Form 3020-0001
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{a) For residents who use a pill organizer
managed under subsection (2), the facility shall
keep either the original labeled medication
container, or a medication listing with the
prescription number, the name and address of
the issuing pharmacy, the health care provider's
name, the resident ' s name, the date dispensed,
the name and strength of the drug, and the
directions for use.

{b) The facility shall maintain a daily medication
observation record (MOR) for each resident who

with self istration of
ications or icati ini AMOR
must include the name of the resident and any
known + the resident may have; the name

¢ of the resident ' s health care provider, the health
| care provider 's telephone number, the name,
; strength, and directions for use of each
medication; and a chart for recording each time
the medication is taken, any missed dosages,
refusals to take medication as prescribed, or
medication errors. The MOR must be
immediately updated each time the medication is
offered or administered.
{¢) For medications which serve as chemical

. the facility shall, pursuant to Section
429.41, F.S., maintain a record of the prescribing
physician ' s annual evaluation of the use of the
medication.

This Statute or Rule is not met as evidenced by:
Based on observation, inferview, and record
review the assisted living facility failed to maintain
medication obsetvation records (MORs) for 4 out
of 6 (#1, #2, #3, and #5) sampled residents.

Findings

Nursing observations on at8:10 AM
| found that staff #3 assisted with administration of
! AHCA Form 3020-0001
i
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medication and did not initial the corresponding
place on the MOR for all residenits monitored.

Record review found that the MOR's for residents
#1,#2, #3, and #5 were not initialed for the 8:00
AM medications. Resident #3 had MOR's was
signed before the medications were
administered.

Phone interview on 12012 at 1:25 PM with
the admlmstfator Fmdmgs were reviewed with
the

e A
acknowledged the findings.

Class Iit

A 055 58A-5.0185(8) FAC Medication - Storage and A055
88=D/| Disposal

{6) MEDICATION STORAGE AND DISPOSAL.
{a) In order to accommodate the needs and
preferences of residents and to encourage
residents to remain as independent as possible,
residents may keep their medications, both
prescription and over-the-counter, in their
possession both on or off the facility premises; or
in their or apartments, which must be kept
locked when residents are absent, uniess the
medication is in a secure place withinthe .
or apartments or in some other secure place
which is out of sight of other residents. However,
both prescription and over-the-counter
medications for residents shall be centrally stored
i

1. The facility administers the medication;

2. The resident requests central storage. The
facility shall maintain a list of all medications
being stored pursuant to such a request;

3. The medication is determined and documented
by the health care provider to be hazardous if
AHCA Form 3020-0001
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kept in the personal possession of the person for
whom it is prescribed;
4. The resident fails to maintain the medication in
a safe manner as described in this paragraph;
8. The facility determines that because of
physical arrangements and the conditions or
habits of residents, the personal possession of
medication by a resident poses a safety hazard to
other residents; or
6. The facility ' 5 rules and regulations require
central storage of medication and that policy has
been provided to the resident prior to admission
as required under Rule 58A-5.0181, FAC.
{b) Centrally stored medications must be:
1. Kept in & locked cabinet, locked cart, or other
locked storage receptacie, , or area at all
times;
2. Located in an area free of dampness and
b except that a ication
quiring shall be refri .
Refrigerated medications shall be secured by
being kept in a locked container within the
refrigerator, by keeping the refrigerator locked, or
by keeping the area in which refrigerator is
located locked;
3. Accessible to staff responsible for filing
pilt i isting with self- ini
or administering medication. Such staff must
have ready access to keys to the medication
storage areas at all times; and
4. Kept separately from the medications of other
residents and properly closed or sealed.
{c) Medication which has been discontinued but
which has riot expired shall be returned to the
resident or the resident ' s representative, as
appropriate, or may be centrally stored by the
facility for future resident use by the resident at
the resident * s request. If centrally stored by the
facility, it shall be stored separately from
medication in current use, and the area in which it
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is stored shall be marked " discontinued
medication. * Such medication may be reused if
re-prescribed by the resident ' s heaith care
provider.

(d) When a resident ' s stay in the facility has
ended, the administrator shall return ail
medications to the resident, the resident's
family, or the resident ' s guardian unless
otherwise prohibited by law. If, after notification
and waiting at least 15 days, the resident’ s
medications are still at the facility, the

i shall be i and
di ofin ce with p p

may
(e).
() Medications which have been abandoned or
which have expired must be disposed of within 30
days of being determined abandoned or expired
and disposition shall be documented in the
resident ' s record. The medication may be taken
1o a pharmacist for disposal or may be destroyed
by the administrator or designee with one
witness.
(f) Facilities that hold a Special-ALF permit issued
by the Board of Pharmacy may return dispensed
icinal drugs fo the di i
pursuant to Rule 84B16-28.870, F.AC.

This Statute or Rule is not met as evidenced by:
Based on abservations and interview the assisted
living facility failed to ensure that centrally stored
medications were locked up in the refrigerator.
The facility failed dispose medications that were
no fonger in use.

Findings include:

| Observations on at 8:35 a.m. found
| Megestrol in the refrigerator unlocked

1 which did not prescription label on it.

; Observations on at 8:37 a.m. found

AHCA Form 3020-0001
STATE FORM aiad 80VXH1 H continuation shest 11 of 32




ettt
PRINTED: 11/15/2012

FORM APPROVED
STATEMENTY OF DEFICIENCIES {X3) DATE SURVEY
AND PLAN OF CORRECTION xn ,ZES}’:?E’Z’%%Z‘,&{E.%%;‘?‘ {X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
. Wi
AL11956372 8. wne :
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MIRAMAR SENIOR LIVING BorciinketAbant)
X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
A055| Continued From page 11 AD55
that the facility had two containers of food
thickner stored in the medication closet.
Phone interview with the administrator on
at 1:30 p.m. confirmed that the
Megestrol was not locked inthe refrigerator. The
administrator stated he was not sure who the
food thickner containers were for. He was not
sure if they were for current residents or
discharged residents.
Class H
SAS 078 58A-5.019(2) FAC Staffing Standards - Staff AQ78
=D
(2) STAFF.

(a) Newly hired staff shall have 30 days to submit
a statement from a health care provider, based
on a examination conducted within the last six
months, that the person does not have any signs
or symptoms of a communicable
including . Freedom from
must be documented on an annual

basis. A person with a positive test
must submit a health care provider’ s statement
that the person does not constitute a risk of
communicating . Newly hired staff
does not include an employee transferring from
one facility to another that is under the same
managernent or ownership, without a break in
service. If any staff member is later found to
have, of is susp of having, a c

, hefshe shall be removed from duties
until the administrator determines that such
condition no longer exists.
{b} Al staff shall be assigned duties consistent
with hisfher level of education, training,
preparation, and experience. Staff providing
services requiring licensing or certification must
be appropriately licensed or certified. All staff
AHCA Form 3020-0001
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shall exercise their responsibilities, consistent
with their qualifications, to observe residents, to
document observations on the appropriate
resident ' s record, and to report the observations
to the resident ' s health care provider in
accordance with this rule chapter.
{c) All staff must comply with the training
requirements of Rule 58A-5.0191, FA.C.
{d) Staff provided by a staffing agency oF

by a i entlty
provude direct or indirect services to resxdents
must be qualified for the position in accordance
with this rule chapter. The contract between the
facility and the staffing agency or contractor shall
specifically describe the services the staffing
agency or contractor will be providing to
residents.
(@) For facilifies with a licensed capacity of 17 or
more residents, the facility shall:
1. Develop a written job description for each staff
position and provide a copy of the job description
to each staff member; and
2. Maintain time sheets for all staff,

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to ensure that 3 out of
3 (#1,#2, and #3) sampled staff members had a
freedom from
including at the facility. The

Findings include:

Record review found that staff #1 (administrator),
staff #2 (designee), and staff #3 (caretaker) did
not have any documentation of a freedom from
at the facility.

The administrator confirmed on at 1:30
p.m, that staff records did not have all the

AHCAForm 3026-0001
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requirements.

Class Hi

SAS 0?)9 58A-5.018(4) FAC Staffing Standards - Levels AQ78
(4) STAFFING STANDARDS.
{a) Minimum staffing:
1. Facilities shall maintain the following minimum
staff hours per week:
Number of Residents  Staff Hours/Week
0-5 168

6-15 212
16-25 253
26-35 294
36-45 335
46-56 375
56-65 416
€6-75 457
76-85 498
86-95 539

For every 20 residents over 85 add 42 staff hours
per week.

2. At least one staff member who has access to
facility and resident records in case of an
emergency shall be within the facility at all times
when residents are in the facility. Residents
serving as paid or volunteer staff may not be left
solely in charge of other residents while the
facility administrator, manager or other staff are
absent from the facility.

3. In facilities with 17 or more residents, there
shall be at least one staff member awake at all
hours of the day and night.

4, At least one staff member who is trained in
First Aid and , as provided under Rule
58A-5.0191, F.A.C., shall be within the facility at
all times when residents are in the facility.

5. During periods of temporary absence of the
administrator or manager when residents are on
RFCA Form 3020-0001
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the premises, a staff member who is at least
©, must be designated in writing to be
in charge of the facility.
6. Staff whose duties are exclusively building
maintenance, clerical, or food preparation shall
not be counted toward meeting the minimum
staffing hours requirement.
7. The administrator or manager ' s time may be
counted for the purpose of meeting the required
staffing hours provided the administrator is
actively involved in the day-to-day operation of
the facility, including making decisions and
providing supervision for all aspects of resident
care, and is listed on the facility ' s staffing
schedule.
8. Only on-the-job staff may be counted in
meeting the minimum staffing hours, Vacant
positions or absent staff may not be counted.
(b) Notwithstanding the minimum staffing
qui pecified in p ph (a), alf
facilities, including those composed of
apartments, shall have enough qualified staff to
provide resident supervision, and to provide or
arrange for resident services in accordance with
the resi d and service
needs, resident contracts, and resident care
standards as described in Rule 58A-5.0182,
FAC.

{c) The facility must maintain a written work
schedule which reflects its 24-hour staffing
patter for a given time period. Upon request, the
facility must make the daily work schedules for
direct care staff available to residents or
representatives, specific to the resident ' s care.
{d) The facility shall be required to provide staff
immediately when the Agency determines that the
requirements of paragraph (a) are not met. The
facility shall also be required to immediately
increase staff above the minimum levels
established in paragraph (a} if the Agency

i AHCA Form 3020-0001
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determines that adequate supervision and care
are not being provided to residents, resident care
standards described in Rule 58A-5.0182, FAC.,
are not being met, or that the facility is failing to
meet the terms of residents ' contracts. The
Agency shall consult with the facility administrator
and resi ding any ination that
additionat staff is required.
1. When additional staff is required above the
minimum, the agency shall require the
ission, within the time ified in the

notification, of a corrective action plan indicating
how the increased staffing is to be achieved and
resident service needs will be met. The plan shall
be reviewed by the agency fo determine if the
plan will increase the staff to needed levels and
meet resident needs.
2. When the facility can demonstrate to the
agency that resident needs are being met, or that
resident needs can be met without increased
staffing, modifications may be made in staffing
requirements for the facility and the facility shall
no longer be required to maintain a plan with the
agency.
3. Based on the recommendations of the local
fire safety authority, the Agency may require
additional staff when the facility fails to meet the
fire safety standards described in Section 429.41,
F.S., and Rule Chapter 69A-40, F.A.C., until such
time as the local fire safety authority informs the
Agency that fire safety requirements are being
met.
{e) Facilities that are co-located with a nursing
home may use shared staffing provided that staff
hours are only counted once for the purpose of
meeting either assisted living facility or nursing
home minimum staffing ratios.
{f) Facilities holding a limited mental health,
extended congregate care, or limited nursing
services license must also comply with the

AHCA Form 30200001
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staffing requirements of Rule 58A-5.029,
58A-5.030, or 58A-5.031, F.A.C., respectively.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to
ensure that the facility maintained 212 hours
weekly. The facifity failed to follow its 24 hour
staffing pattern. The facility failed to ensure that
at least one staff member has FirstAid and _ .
atall fimes.

Findings include:

Arrived to the facility on at 8:06 a.m,
found staff #3 caring for six residents.

Record review found that the facility's staffing
schedule had two staff members schedule to
work from 6 a.m. to 6 p.m. The staffing patten
had two staff member scheduled to work which
were not at the facility. Record review found that
staff #3's First Aid and training expired on

Phone interview with the administrator on

‘at 1:15 p.m. confirmed that he and
the other staff member fisted on the schedule
were not working but staff #3 was there. He
stated that staff #3's First Aid and would
expire at midnight. At 6:33 p.m. the administrator
called and stated that staff #3 would have the
training on .

Class 1l

|
A084 58A-5.0191(5) FAC Training - Assis Self-Admin A0B4 |
: 58=D| Meds & Med Mgmt !
i RFACA Form 3020-0001
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{5) ASSISTANCE WITH SELF-ADMINISTERED
MEDICATION AND MEDICATION
MANAGEMENT. Unlicensed persons who will be
A d with seif admin

medications as described in Rule 58A-5.0185,
F.A.C., must meet the training requirements
pursuant fo Section 428.82(5), F.S., prior to

ing this ibility. Courses provided in
fulfilment of this requirement must meet the
following criteria:
{a) Training must cover state law and rule
requirements with respect to the supervision,

of

an
medications in assisted living facilities;
p an iques for assisting the
resident with seif-administration of medication
including how to read a prescription label;
providing the right medications to the right
resident; common medications; the importance of
taking medications as prescribed; recognition of
side effects and adverse reactions and
: p to follow when resi appear to be
v experiencing side effects and adverse reactions;
: documentation and record keeping; and
medication storage and disposal. Training shall
include ions of proper I and
provide opportunities for hands-on learning
through practice exercises.
{b) The training must be provided by a registered
nurse or licensed pharmacist who shall issue a
training certificate to a trainee who demonstrates

an ability to:
1. Read and understand a prescription fabel;
2. Provide assi! with seif- init ion in

accordance with Section 429.256, F.S., and Rule
58A-5.0185, F.A.C., including:

a. Assist with oral dosage forms, | | dosage
forms, and | , . and nasal
dosage forms;

AHCA Form 3020-0001
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b. Measure liquid medications, break scored

tablets, and crush tablets in accordance with

prescription directions;

¢. Recognize the need to obtain clarification of an

" as needed " prescription order;

d. Recognize a medication order which requires

judgment or discretion, and to advise the

resident, resident ' s health care provider or

facility employer of inability to assist in the

administration of such orders;

e. Complete a medication observation record;

f. Retrieve and store medication; and

g. Recognize the general signs of adverse

reactions to medications and report such

reactions.

{c) Unlicensed persons, as defined in Section

429.256(1)(b), F.8., who provide assistance with

self-administered medications and have

stuccessfully completed the initial 4 hour training,

must obtain, annually, a minimum of 2 hours of
inuing education training on providi

with
and safe ication practices in an
living facility. The 2 hours of continuing education
training shall only be provided by a licensed
registered nurse, or a licensed pharmacist.

ictad

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to
ensure that 1 out of 3 (#3) sampled staff

who assi with seif ini ion of
medication had minimum of 4 hours of
medication training. The facility failed to
document that medication training were
completed by registered nurses for 2 out of 3 (#1
and #2) sampled staff members,
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Findings include:

Observations on at 8:25 a.m. found
that staff #3 was assisting residents with self
administration with their morning medications.

Record review found that staff #3 did not have
any evidence of having medication training at the
facility. Record review found that staff #1 and
#2's medication fraining certificates were signed
by the trainer but did not have the registered
nurse's license number documented.

Phone interview with the administrator on

at 1:25 p.m. confirmed that staff #3
who assisted residents with medication did not
have miedication training. The administrator
confirmed on at 1:30 p.m. that staff
records did not have all the requirements,

Class Il
A 1%0 58A-5.024(1) FAC Records - Facility A 160

Records.

The facility shall maintain the following written
records in a form, place and system ordinarily
employed in good business practice and
accessible to Department of Elder Affairs and
Agency staff.

{1) FACILITY RECORDS. Facility records shall
include:

{a) The facility " s license which shall be displayed
in a conspicuous and public place within the
facility.

(b} An up-to-date admission and discharge log
listing the names of all residents and each
resident’ s:

1. Date of admission, the place from which the
resident was admitted, and if applicable, a

AHCA Fom 3020-0007
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notation the resident was admitted with a
pressure ;and

2. Date of discharge, the reason for discharge,
and the identification of the facility to which the
resident is discharged or home address, or if the
person is ,thedateof = _
Readmission of a resident to the facility after
discharge requires a new entry. Discharge of a
resident is not required if the facility is holding a
bed for a resident who is out of the facility but
intends to return pursuant to Rule 58A-5,025,

{c) Alog listing the names of all temporary
emergency placement and respite care residents
if notincluded on the log ibed in p
{b).
{d) An up-to-date record of major incidents
occurring within the last 2 years. Such record
shall contain a clear description of each incident;
the time, place, names of individuals involved;
witnesses; nature of injuries; cause if known;
action taken; a description of medical or other
services provided; by whom such services were
provided; and any steps taken to prevent
recurrence. These reports shall be made by the
individuals having first hand knowledge of the
incidents, including paid staff, volunteer staff,
emergency and temporary staff, and student
interns.
(e) The facility * s emergency management plan

ion of review and app by the
county emergency management agency, as
described under Rule 58A-5.028, F A.C., which
shall be located where immediate access by
facility staff is assured,
(f) Documentation of radon testing conducted
pursuant to Rule 58A-5.023, FAC,;
{g) The facility * s iability insurance policy
required under Rule 58A-5.021, FAC,;
(h) For facilities which have a surety bond, a copy
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of the surety bond currently in effect as required
by Rule 58A-5.021, F.A.C.
(i) The admission package presented to new or
prospective residents (less the resident's
contract) described in Rule 58A-5.0182, FAC.
() Hf the facility advertises that it provndes special
care for persons with or
related , @ copy of all such facility
advertisements as required by Section 429.177,
F.8.
(k) Agri for ";and
ponding to resident plaints and

recommendations as described in Rule
58A-5.0182, F.AC.
(1) Al food service records required under Rule
58A-5.020, F.A.C., including menus planned and
served; county health department inspection
reporis; and for facilities which contract for
catered food services, a copy of the contract for
catered services and the caterer ' s license or
certificate to operate.
(m) All fire safety inspection reports issued by the
focal authority or the State Fire Marshat pursuant
to Section 429.41, F.S., and Rule Chapter
69A-40, F.A.C., issued within the last two (2)
years.
(n) Ali sanitation inspection reports issued by the
county health department pursuant to Section
381.031, F.5,, and Chapter 64E-12, FAC,,
issued within the last 2 years.
{0) Pursuant to Section 429.35, F.S., ali

pleted survey, i ion and plai
investigation reports, and notices of sanctions
and moratoriums issued by the agency within the
last § years.
{p) Additional facility records requirements for
facilities holding a limited mental health, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.028,
58A-5.030 and 58A-5.031, F.A.C., respectively,
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(q) The facility ' s resident elopement response
policies and procedures,

(r) The facility ' s documented resident elopement
response drills.

This Statute or Rule is not met as evidenced by:
Based on observations, record review, and
interview the assisted living facility failed to have
an up to date admission and discharge log.

Findings include:

Fagility tour on at 8:45 a.m. found that
the facility had six resndents

Record review found that the facility had seven
residents listed on the admission log as current
residents. Record review found that resident #6
was admitted to the facifity on and did
net have a discharge date.

Interview with staff #3 on at 11:00
a.m. revealed that resident #6 was discharge
from the facility. Phone interview the
administrator on at6:33p.m.
revealed that resident #5 discharged on

Class 11}
SAé 162 58A-5.024(3) FAC Records - Resident A162
=D
{(3) RESIDENT RECORDS. Resident records
shall be maintained on the premises and include:
() Resident demographic data as follows:
1. Name;
2.
i 3. Race;
AFICA Form 30200601
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4. Date of birth;

5. Place of birth, if known;

6. Social security number;

7. Medicaid and/or Medicare number, or name of

other health insurance B

8. Name, address, and telephone number of next

of kin, responsible party, or other person the

resident would like to have notified in case of an

emergency, and relationship to resident; and

9. Name, address, and phone number of health.

care provider, and case manager if applicable.

{b} A copy of the medical examination described

in Rule 58A-5.0181, FA.C.

(c) Any health care provider ' s orders for

medications, nursing services, therapeutic diets,
, or other services to be

provided. supervised, or implemented by the

facility that require a health care provider' s

order.

(d) A signed statement from a resident refusing a

therapeutic dief pursuant to Rule 58A-5.020,

FAC.

{e) The resident record described in paragraph

58A-5.0182(1)(e), F.A.C.

(f) A weight record which is initiated on

admission. Information may be taken from the

resident ' s health assessment. Residents

receiving assistance with the activities of daily

living shalil have their weight recorded

semi-annually.

(g) For facilities which will have unlicensed staff

assisting the resident with the self-administration

of medication, a copy of the written informed

consent described in Rule 58A-5.0181, FA.C,, if

such consent is not included in the resident ' s

contract.

() For facilities which manage.a pill organizer,

assist with self-administration of medications or

administer medications for a resident, the

required ication records maintained p
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to Rule 58A-5.0185, FAC,

{i) Acopy of the resident’ s contract with the
facility, including any addendums to the contract,
as described in Rule 58A-5.025, F.AC.

{j) For a facility whose owner, administrator, or
staff, or representative thereof serves as an
attorney in fact for a resident, a copy of the
monthly written statement of any transaction
made on behalf of the resident as required under
Section 429.27, F.S.

{k) For any facility which maintains a separate
trust fund to receive funds or other property
belonging to or due a resident, a copy of the
quarterly written statement of funds or other
property disbursed as required under Section

42927, F.S.
{1) A copy of Alternate Care Certification for

. e (.. .)Form,
CF-ES 1008, 1998, if the resident is an

recipient. The absence of this form shall not
be considered a deficiency if the facility can
demonstrate that it has made a good faith effort
o obtain the required documentation from the
Department of Children and Family Services.
{m} D jon of the i ofa
health care gate, guardian, or the exi
of a power of attorney where applicable.
{n) For hospice patients, the interdisciplinary care
plan and other documentation that the resident is
@ hospice patient as required under Rule
58A-5.0181, FAC.
{0) For apartments, duplexes, quadruplexes, or
single family homes that are designated for
independent living but which are licensed as
assisted living facilities solely for the purpose of
delivering personal services to residents in their
homes, when and if such services are needed,
record keeping on residents who may receive
meals but who do not receive any personal,
fimited nursing, or extended congregate care
4 AHCA Form 3020-0001
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service shall be limited to the following:

1. Alog listing the names of residents
participating in this arrangement;

2. The resident demographic data required under
this subsection;

3. The medical examination described in Rule
58A-5.0181, FAC,

4. The resident' s contract described in Rule
58A-5.025, F.AC, and

5. Aheaith care provider * s order for a
therapeutic diet if such diet is prescribed and the
resident participates in the meal plan offered by
the facility.

(p) Except for resident contracts which must be
retained for 5 years, all resident records shall be
retained for 2 years following the departure of a
resident from the facility unless it is required by
contract to retain the records for a longer period
of time. Upon request, residents shall be provided
a copy of their resident records upon departure
from the facility.

(q) Additional resident records requirements for
facilities holding a limited mental heaith, extended
congregate care, or limited nursing services
license are provided in Rules 58A-5.029,
58A-5.030 and 58A-5.031, F A.C., respectively.

This Statute or Rule is not met as evidenced by:
: Based on observations, record review, and

¢ interview the assisted living facility failed to have
completed records for 2 out of 6 (#1 and #3)
sampled residents.

Findings include:

Record review found that resident #1's
demographic sheet did not have his completed
dated of before, the year was not documented.

AHCA Farm 3020-0061
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Observations on ‘at 8:256 am. found
that staff #3 assisted resident #3 with his morning
medications.

Record review found that resident #3 who was
admitted on did not have the following
pleted in his record: sheet,
dactor's orders, a weight record at adrmsslon
and a signed informed consent for unlicensed

staff to assist with medications,

Phone interview with the administrator on
at 1:20 p.m. confirmed that resident
#3 did not have a completed record,

Class ll

;\S 16D7 58A-5.025(1) FAC Resident Contracts A167
Resident Contracts.
(1) Pursuant to Section 429.24, F.S., prior to or at
the time of admission, each resident or legat
representative shall execute a confract with the
facility which contains the following provisions:
{a) Alist of the specific services, supplies and
accommodations to be provided by the facility to
the resident, including limited nursing and
extended congregate care services if the facility
is licensed to provide such services.
{b) The daily, weekly, or monthly rate.
{c) Alist of any additional services and charges to
be provided that are not included in the daily,
weekly, or monthly rates, or a reference to a

fee which shall be to

the contract.

(d) Aprovision giving at least 30 days written
notice prior to any rate increase.

{e) Any rights, duties, or of residents,
other than those specified in Section 429.28, F.S.

AHCA Form 3020-0001
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{f) The purpose of any advance payments or
deposit payments and the refund policy for such
advance or deposit payments.
(g) Arefund policy which shall conform to Section
429.24(3), F.S.
[6)] Awnnen bed hold policy and provisions for
a bed hold if a facility

agrees in writing fo reserve a bed for a resident
who is admitted to a nursing home, health care
facility, or facility. The resident or
responsible party shall notify the facility in writing
of any change in status that would prevent the
resident from retuming to the facility. Until such
written notice is received, the agreed upon daily,
weekly, or monthly rate may be charged by the
facility unless the resident ' s medical condition,
such as the resident ' s being comatose, prevents
the resident from giving written notification and
the resident does not have a responsible party to
act in the resident ' s behalf.
(i) A provision stating whether the organization is
affiliated with any religious organization, and, if
s0, which organization and its relationship to the
facility.
(i) A provision that, upon ination by the
admmlstrator or health care provider that the
resident needs services beyond those the facility
is licensed to provide, the resident or the resident
' s representative, or agency acting on the
resident ' s behalf, shall be notified in writing that
the resident must make arrangements for
transfer fo a care sefting that has services
needed by the resident. In the event the resident
has no person to represent him, the facility shall
refer the resident to the social service agency for

if there is disag g g the
appropriateness of placement, provisions as
outlined in Section 429.26(8), F.S., shall take
effect,
L {k) A provision that residents must be assessed
: AFCA Form 3020-0001
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upon admission pursuant to subsection
58A-5.0181(2), F.A.C., and every 3 years
, Or after a signi change, p
to subsection (4) of that rule.
(1) The facility ' s policies and procedures for
self-admmtstrauon assistance with
ion and inistration of

icat if to Rule
58A-5.0185, F.AC. This also includes provisions
regarding over-the-counter (OTC) products
pursuant to subsection (8) of that rule.
{m) The facility ' s policies and procedures related
to a properly executed

This Statute or Rule is not met as evidenced by:
Based on record review and interview the
assisted living facility failed to have an executed
contract for 2 out of 6 (#1 and #3) sampled
residents.

Findings include:

Record review found that resident #1's contract
dated + was not signed by the resident
or his representative.

Record review found that resident #3 was
admitted on the facility on . Record
review found that resident #3's contract did not
have monthly rate written and the contract was
not signed by the resident of his representative.

Phone interview with the administrator on

it 1:20 p.m. confirmed that both
residents #1 and #2 did not have signed
contracts.

Class il
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{8) LIMITED MENTAL HEALTH TRAINING.
(a) Pursuant to Section 429.075, F.S., the
administrator, managers and staff, who have
direct contact with mental health residents in a
ficensed limited mental health facility, must
receive the following training:

. i of 6 hours of d training in
working with individuals with mental health
diagnoses.
a. The training must be provided or approved by
the Department of Children and Families and
must be taken within 6 months of the faciity's
receiving a fimited mental health license or within
6 months of employment in a limited mental
health facility.
b. Staffin " direct contact” means direct care
staff and staff whose duties take them into
resident living areas and require them to interact
with mental health residents on a daily basis. The
term does not include maintenance, food service
or administrative staff, if such staff have only
incidental contact with mental health residents.
¢. Training ived under this may
count once for 6 of the 12 hours of continuing

ion required for admini an

managers pursuant to Section 429.52(4), F.S.,
and subsection (1) of this rule.
2. Aminimum of 3 hours of continuing education,
which may be provided by the ALF admmustrator

or through dist: learning,
in subjects dealing with one or more of the
following topics:

a. Mental health diagnoses; and
b. Mental health treatment such as mental health
needs, services, behaviors and appropriate
interventions; resident progress in achieving
treatment goals; how to recognize changes in the
resident " s status or condition that may affect
. other services received or may require
¢ AHCA Form 3020-0001
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intervention; and crisis services and the
procedures.
3, For administrators and managers, the

q under this
subsection will sagisiy 3 of the 12 hours of

g required p

to Section 428.52(4), F.S., and subsection (1) of
this rule.
4. Administrators, managers and direct contact
staff affected by the continuing education

qui under this subsection shall have up
1o 6 months after the effective date of this rule to
meet the training requirement.
(b) Administrators, managers and staff do not
have to repeat the initial training should they
change employers provided they present a copy
of their training certificate to the current employer
for retention in the facility ' s personnel files. They
must also ensure that copies of the continuing
education training certificates, pursuant to
subparagraph (a)2. of this subsection, are
retained in their personnel files.

This Statute or Rule is not met as evidenced by:
Based on personnel record review and interview
the assisted living facility failed to ensure that 1
out of 3 (#3) sampled staff members received
limited mental health training within six months of

provided by or app by the
Department of Children and Family Services.
The facility failed to ensure that 2 out of 3 (#1
and #2) sampled staff members received a
minimum of 3 hours of continuing education in
limited mental heaith training biennially.

Findings include:

Record review found that staff #1 (caretaker,
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application date 1y who provided direct

care to residents did not have any documentation
of having a minimumn of 6 hours training in limited
mental health training with six months of
employment. Record review found that staff #1

Y and staff #2 who
provided direct care to residents did not have any
d ion of having a mini of 3 hours of

continuing education fraining in limited mental
health in the last two years.

Phone interview with the administrator on

*at 1:15 p.m. confirmed that staff #3
did not have the initial limited mental health
training. Also that he and staff #2 did not have
the 3 hours of continuing education training.

Class Il
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RICK SCOTT ELIZABETH DUDEK
GOVERNOR Better Health Care for ail Floridians SECRETARY
, 2012
Administrator
Miramar Senior Living

14833 Sw 24 Street

Miami, FI, 33185

Dear Administrator:

This letter reports the findings of a state licensure survey that was conducted on ;2012 by
representative(s) of this office.

Attached is the provider's copy of the State (3020) Form, which indicates the deficiencies that were identified
on the day of the visit. Section 408.811(4), Florida Statutes, requires that you correct these deficiencies within
thirty days of the date of this letter unless the Agency has approved another timeframe.

The Quality Assurance Questionnaire has long been employed to obtain your feedback following survey

activity. This form has been placed on the Agency’s website at
http://shea.myflorida.com/Publications/Forms.shtm as a first step in providing a web-based i

consumer satisfaction survey system. You may access the questionnaire through the Jink under Health Facilities
and Providers on this page. Your feedback is encouraged and valued, as our goal is to ensure the professional
and consistent application of the survey process.

Thank you for the assistance provided to the surveyor(s). Should you have any questions please call Kristal
Branton, Health Facility Evaluator Supervisor at (305) 593-3100.

Sincerely,
( W&%"
Arlene Mayo-Davis
Field Office Manager
AMD:sy
Enclosure
XG%0

. Miami Fieid Office
2727 Mabhan Drive 8333 N.W. 53rd Street, Suite 300
Tallahasses, FL. 32308 Miami, FL 33166

hitp:/fahca.myflorida.com Phone (305) §93-3100; Fax (3055 5§93-3121



